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IrrItable bowel syndrome
The problem of insoluble fibre in irritable bowel syndrome I was surprised to read in the popular press that, according to the BMJ, 1 fibre is good for irritable bowel syndrome.
In 1994 we suggested that, at least in secondary care, cereal fibre was more likely to do harm than good in patients with irritable bowel syndrome.
2 Now, as a gastroenterologist probably seeing more cases of severe irritable bowel than most of my colleagues, I find that the total exclusion of all cereal fibre, such as bran and brown bread, from the diet is one of the most rewarding treatment strategies I can offer.
Ford and colleagues acknowledge that bran (insoluble fibre) as opposed to ispaghula (soluble fibre) is not effective in irritable bowel syndrome but claim that it does not exacerbate symptoms, 1 presumably because of the lack of side effects reported in the trials they reviewed. However, trials of fibre have traditionally looked for improvement or no improvement and do not allow for the possibility of deterioration because fibre is considered a natural, harmless product. Indeed, any worsening of symptoms is likely to be attributed more to a spontaneous exacerbation of the disorder than to a side effect of the bran.
The potentially harmful effects of bran are likely to be exaggerated in secondary and tertiary care because, by definition, patients who are not made worse are less likely to be among those referred. And in primary care, bran is less deleterious, although it can still cause an exacerbation in some patients. 3 With evidence based medicine and the rapid dissemination of research results to the media, we must still listen to what our patients are telling us, especially when the question is subtly different to the question that has been addressed by the evidence. And we must be extremely careful about the accuracy of what we write, especially in the abstract of a paper, as this is commonly the only part scanned by busy readers. Ford and colleagues' concluding statement in their abstract ignores the substantial differences between soluble and insoluble fibre, thus encouraging some patients to continue with a treatment, insoluble fibre, which at best is doing them no good but at worst may be doing them harm. Why pills more than skills?
The effectiveness of fibre, antispasmodic drugs, and peppermint oil in irritable bowel syndrome should further increase interest in other low cost, low toxicity interventions.
2
The heavy emphasis on pharmacotherapy found in so many British and US guidelines on irritable bowel syndrome results in continuing monthly expenditures for patients in the United States, as well as generally encouraging ongoing patient passivity and dependence on the medical system. Hypnotherapy seems to relieve symptoms as well as or better than pharmacotherapy, with no side effects. However, unlike pharmacotherapy, it also improves quality of life and psychological state, including the sense of self empowerment and self control, which correlate with higher motivation for ongoing self care.
3 Furthermore, continual professional treatments are not needed: the beneficial effects from the initial treatments seem to be sustained over time, with patients reporting continued relief from symptoms for at least five years.
4
A meta-analysis of 17 randomised trials of hypnotherapy and cognitive behavioural therapies compared with control treatments (including waiting list, symptom monitoring, and usual medical treatment) had an estimated number needed to treat of 2.
5 This compares favourably with Ford and colleagues' 11.5 for soluble fibre, 5 for antispasmodics, and 2.5 for peppermint oil. 
HypersensItIvIty to Hpv vaccIne
More data from australia on sensitivity to HPV vaccine
We concur with Kang and colleagues' report on the school based quadrivalent human papillomavirus (HPV) vaccine programme in Victoria and South Australia that documented that IgE mediated hypersensitivity to the vaccine is rare.
1 However, their case of a positive skin test result with generalised urticaria after the first dose and anaphylaxis after the second is noteworthy. It raises the question of subsequent doses when presumptive hypersensitivity occurs and whether hypersensitivity may be more common with HPV vaccines.
Ascertainment of immediate hypersensitivity should be optimal in a school based programme. In New South Wales, the largest Australian state, we estimated the incidence of anaphylaxis in the school programme to be 2.6 per 100 000 doses (95% confidence interval 1.1 to 5.2), 2 which is compatible with that calculable from Victoria and South Australia of 0.53 per 100 000 (0.06 to 1.9).
1 Similarly, 42 notifications of suspected hypersensitivity from the 2007 school programme in New South Wales is a rate of 15.6 per 100 000 doses (11.2 to 21.1) compared with 35 notifications in Victoria and South Australia, or 9.2 per 100 000 doses (6.4 to 12.8), 1 substantially higher than typical rates from passive surveillance. Immunisation providers need to be aware of the possibility of hypersensitivity reactions after vaccination; a clinical management algorithm has recently been published. 3 The experience of other countries embarking on large scale school based HPV vaccination-using the divalent vaccine in the UK and the quadrivalent vaccine in Canada-will inform the accuracy of the Australian estimates, which suggest that hypersensitivity may be more common with quadrivalent HPV vaccine than other vaccines. 
Health is quality of process
The works arising from the Pioneer Health Centre in Peckham strongly illuminate how health should be defined.
1 2 Health is visible in the process of life, not in status at any time. It is the quality of the movement from this moment to the next that counts, and it is independent of present circumstance. Most people of fairly lowly but self reliant means are healthier than those who are very wealthy and cannot boil an egg, or fear to walk the streets without a bodyguard.
Peckham defined health as the faculty for mutual synthesis with one's environment. I would suggest a simpler version-health is the ability to participate in creation (or constructive activity).
By this definition, most of us are healthy most of the time. Doctors study how empty the glass may be: health practice would wish to know how full. Having made a modest career of health practice these past 30 years, I know that it is quite different from medicine, but can rapidly reduce demand for medicine-by up to a half, in my experience. It reduced my personal prescribing to under half the national average (prescribing analysis and cost (PACT) figures).
Whether we are yet ready to expand our vision this much remains to be seen. I doubt if the initiative will come from within medicine. Examples of good health practice crop up everywhere in education projects and social enterprises, nevertheless. Economic and climatic constraints will force healthy living on us eventually, or we shall perish. 
Why the definition of health matters
The definition of health is important.
1 There is a biomedical component to health, but it exists in a setting that includes biological, personal, relational, social, and political factors. For too long, we as doctors have been timid about defining health, and mostly operated at the level of "absence of disease." For too long, we as a society have allowed politicians to get away with shunting health off to a "medical domain," thus avoiding focus on the large scale social and political forces that create health and illness. 4 We need to rediscover the force of Virchow's statement: "Medicine is a social science and politics is nothing but medicine on a grand scale."
In my essay I propose: "Health is best seen as an ongoing outcome from the continuing processes of living life well. Living life well would be defined in terms of wealth, relationships, coherence, fitness, and adaptability. Disease avoidance would be a minor part of this view of health." 2 Such a definition is a political statement, informed by my knowledge of medicine and its social context. I believe that achievement of health should be a goal of public policy and that we should want to achieve healthy individuals in a healthy society. I see health as being a moral and practical good in itself, as well as a means towards other ends. If health is to mean anything it has to include ideas of human flourishing and abundance.
As a doctor I need an aim, and a context, for my practice of medicine that goes beyond treatment of illness, important though that is. 
left-rIgHt dIscrImInatIon

It's all about coordination and laterality
McManus's editorial on discrimination against left handed people and Leiske's article on leftright discrimination in surgical trainees raise important questions that extend beyond the use of surgical instruments.
1 2 Spatial awareness requires binocular vision but most surgeons have a dominant eye too. The operating microscope is set to the dominant eye, and the operating field may not be in the centre if the teaching arm or camera is set on the opposite side. Modern microscopes get around this by taking the teaching image from above the beam splitter.
If monocular endoscopes are used, crossed laterality may not be a problem. However, UK otorhinolaryngological clinics are set up for right eye dominant and right handed people. People who are left eye dominant but right handed have a problem, as do those who are left eye dominant and left handed.
Teaching surgery to right handed trainees who want to stand on the same side of the operating table as the right handed surgeon may be best when using an endoscope but in other situations a left hander standing on the opposite side may allow better access for the trainee or assistant.
People also have a dominant ear, and this may be a problem for some patients, particularly children with unilateral glue ear, in whom a problem on one side may cause disproportionate difficulties. Usage is not always a sign of laterality: Jimi Hendrix, for example, wrote with his right hand but played the guitar left handedly.
The debate must extend beyond the confines of handedness to get to grips with hand-eye coordination and laterality. Let us leave the term dexterity out of it.
adrian Drake-lee consultant ear, nose, and throat surgeon, Queen Elizabeth Hospital, Birmingham B15 2TH adrakelee@aol.com Competing interests: AD-L is a left handed surgeon with a dominant right eye, ear, and foot who has a left handed sister, brother in law, daughter, and granddaughter. All the other members of the family are right handed. Did more climbers die on their first attempt than on subsequent attempts? What drugs were they taking? Some climbers might be taking dexamethasone.
2 The summit bid starts at midnight, which may be a confounding factor for death while climbing. Similarly, crowded climbing and delaying the summit bid should also be considered.
How was ataxia assessed? Climbers are using crampons, are roped, and have oxygen cylinders and masks in addition to gloves and clothing. Ataxia cannot be diagnosed unless Romberg's test or the sharpened Romberg test is done.
Most importantly, the authors did not consider high altitude deterioration 3 as an important factor in causing death at such extreme altitudes with the longer time of exposure. Instead, they speculate that headache, nausea, and vomiting are not heralds of high altitude cerebral oedema at extreme altitudes. 2 He then applied sequentially to the ethics committee and research and development department when he should have done so concurrently at the start. Samuel's study might have been regarded as audit or service development, not requiring ethical approval.
3
The process of ethical review cries out for simplification and abbreviation. For example, a distinction could be made between interventional research and the plethora of projects arising from undergraduate and postgraduate studies in pursuit of degrees.
The unacknowledged source of frustration is government. The Human Tissue Act 2004, for example, is arguably an over-reaction on the part of government and the chief medical officer (with the complicity of the royal colleges) to the publicity after the Bristol and Alder Hey inquiries. Importantly, this was not reproduced in the European Union or United States.
There is scope for further restructuring research ethics committees, partly by amalgamation. The committee I chair operates three panels which meet on consecutive weeks, so that delays are minimal. It can be helpful if the chair is medically qualified, or, if not, that the deputy is, and is also easily available. Less attention should be paid to "so what" studies and more to interventional research. This is where a medical qualification may be helpful, on the basis that "old poachers make the best gamekeepers." We conducted a small prospective study of 274 patients attending our genitourinary medicine service who required a week's course of antibiotic treatment. We found that high alcohol consumption, especially binge drinking, during treatment was associated with non-compliance with behavioural advice about sexual abstinence (P<0.001), essential to ensure effective cure for many sexually transmitted diseases. Non-significant trends were also found in relation to alcohol use and compliance with treatment.
2
Dispelling any myths about the effect of alcohol on the efficacy of treatment is reasonable, but patients should be counselled that high alcohol consumption and binge drinking during treatment may lead to risk taking behaviour necessitating retreatment. However, we feel much more worried about the Welsh rugby team than the Pope's health, which is in good hands. Indeed, in Italy "every time a Pope dies" means "something so rare that it never happens." So our interpretation of Payne and colleagues' paper is that the Welsh rugby team should improve its performances and try to win more frequently.
